Introduction
Many recent studies have identi ed prostate cancer as the most common cancer in men [1] . Every year, 100 000 cases of prostate malignancies are diagnosed in Europe. This number tends to increase during early screening of the prostate. According to the recommendations of the European Urology Association 2017, bilateral or unilateral nerve-sparing radical prostatectomy remains the rst choice in patients with localized prostate cancer, life expectancy over 10 years, and normal preoperative DOI: 10.1515/jbcr-2017-0008 sexual function.
Numerous recent randomized clinical trials and meta-analysis have indicated that surgical treatment performed at an early stage of the disease is associated with better survival of patients than in cases with conservative treatment [2] or radiotherapy [3, 4] . Although the surgical approach is associated with excellent long-term oncological results [5, 6] , the risk of short-term and long-term adverse events is not negligible [7, 8] . The progress made in our understanding of prostate surgery and improved surgical techniques do not, unfortunately, reduce the percentage of patients with urinary incontinence and erectile dysfunction (ED) after radical prostatectomy (RP). The incidence of postoperative ED varies widely -between 14% and 90% [9, 10] . This is a signi cant problem for the physician and the patient, since prostate cancer is diagnosed in sexually active young men who wish to maintain the same quality of life after surgery [11, 12] . Preoperative characteristics of patients are known to play a key role in the recovery of erectile function (EF) after surgery, in which case young and healthy patients have signi cantly higher rates of recovery than old and diseased patients [13] [14] [15] [16] [17] [18] [19] .
The aim of this study was to make an objective assessment of the preoperative sexual function of patients with clinically localized prostate cancer, who were candidates for bilateral nerve sparing radical retropubic prostatectomy (BNSRRP). We used internationally validated questionnaires. We aimed to determine whether there was a correlation between these questionnaires and the individual judgment of the candidate, and between the concomitant illnesses of the patients and the degree of EF. Another important goal was to investigate whether there was a correlation between the degree of ED and the degree of other domains of the International Index of Erectile Function (IIEF).
Materials and Methods
From January 2014 to March 2017, 64 patients, treated at the urology clinic of the university hospital Pleven underwent BNSRRP reported that they had a preserved EF and wished this function to be preserved after surgery. The mean age of the 64 patients was 65.7 years, and all patients agreed to ll in the questionnaires. The inclusion criteria were: stage T1c, T2a or T2b, Gleason score 6 and 7, life expectancy over 10 years and normal preoperative sexual function. The distribution of patients by age, stage and Gleason score is shown in Table 1 .
On the day before the surgery, detailed history of the accompanying disease and sexual history was taken for all the patients selected for BNSRRP. To identify existing concomitant illnesses, additional blood glucose level, lipid pro le and total testosterone tests were added to standard preoperative evaluation of the patients included in the study. The subjective assessment of patients' potency and erectile strength was compared to IIEF and the erection hardness score (EHS). 
Results
The average number of points according to the ve domains of IIEF: EF, orgasm function, sexual desire, satisfaction from the sexual activity and overall patient satisfaction are shown in Table 2 . From the table, it can be seen that the preoperative average value of the erectile and orgasmic function domain corresponds to mild dysfunction. The average value of the sexual desire domain shows mild to moderate dysfunction. The satisfaction from the sexual activity was assessed as a moderate, and the overall satisfaction of the act was de ned as mild impairment. The total number of points was 46 out of 75. The distribution of patients according to the EF domain and the EHS is shown in Table 3 . According to IIEF, only 44% of the patients had normal EF preoperatively, although all stated that they had a normal EF. Among all the patients who participated in the study, 18.7% had mild ED, 14.1% had mild to moderate dysfunction, 10.9% had moderate ED, and 12.5% had severe ED. As per the EHS, it was found that the better the patients' EF was, the higher the number of points was. The maximum number of points -4, was reported in patients with normal EF, while the minimum number of points was registered in patients with severe ED. The distribution of patients by number according to the different domains and the degree of EF is presented in Table 4 . From the table it can be seen that patients with normal EF also had a normal orgasmic function, mildly impaired sexual desire and satisfaction from the act while retaining overall satisfaction from sexual intercourse. Patients with mild ED also had a mildly impaired orgasmic function, mild to moderate impairment of sexual desire and satisfaction from the act with mildly impaired overall satisfaction. The same trend was found in patients with mild to moderate, moderate and severe ED. The distribution of patients according to EF and concomitant diseases is shown in Table 5 . The patients with normal EF had no diabetes, and 21% of them reported concomitant hypertension and 11% -coronary heart disease. Of the patients with mild ED, 8% had diabetes mellitus, 33% arterial hypertension and 17% -coronary heart disease. The patients with mild to moderate, moderate to severe impairment of EF had the same tendencies to increase the percentage of those with concomitant diseases with deterioration of EF. 
Discussion
It is known that the preoperative EF is a signi cant predictor of the subsequent risk of ED following surgery [17] . The likelihood of satisfactory erections after surgery is extremely low in patients with severe ED as measured by IIEF [20, 21] . Patients with a higher preoperative IIEF are generally more motivated to achieve satisfactory erectile and sexual function after surgery [22] . Surgical technique and surgeons' experience also have a signi cant impact on the likelihood of ED after surgery [23] [24] [25] [26] [27] [28] [29] [30] . Signi cant advances in the preservation of the sexual function of patients have been seen after the introduction of BNSRRP by P. Walsh [31] [32] [33] . This has led to increased patient expectations from the surgeon and stimulates the creation of different nomograms to predict postoperative outcomes in terms of sexual function. In the present study, 64 patients wished to maintain EF after BNSRRP. After an objective assessment of the preoperative sexual function of patients with clinically localized prostate cancer and candidates for the BNSRRP, we can conclude, that a large number of these patients -56% had had impaired EF preoperatively. This shows that there is a signi cant discrepancy between the patient's personal assessment of the sexual function and that assessed via internationally validated questionnaires. The study also found that there was a clear correlation between the degree of ED and the accompanying diseases present. The more concomitant illnesses one patient has, the more impaired the EF is. Another important conclusion that we can make is that there is interdependence between the different domains of the IIEF. When the EF domain is deteriorating, there is a clear tendency for the other four domains to deteriorate.
Conclusions
Using the IIEF, we found that only 44% of all subjects selected for bilateral nerve sparing radical retropubic prostatectomy had preserved sexual function preoperatively and had a maximum score, according to the erection hardness score. This indicates that the majority of patients had impaired EF before surgery. This requires wider use of internationally validated questionnaires for a more accurate prognosis of postoperative sexual function. Last but not least, the results from these questionnaires may require a change in the operative technique and the treatment method used. To con rm our results, we need further studies to include a larger number of patients.
